Study Objective-In a previous study a higher than expected prevalence of asthma was found in Lake Munmorah, a coastal town near two power stations, compared with another coastal control town. This study aimed to compare atopy, bronchial hyperreactivity, and reported symptoms ofasthma in the power station town and a second control area with greater socioeconomic similarity. Design-A cross sectional survey was undertaken. Settings-Lake Munmorah, a coastal town near two power stations, and Dungog, a country town in the Hunter Valley, NSW, Australia Participants-All children attending kindergarten to year 6 at all schools in the two towns were invited to participate in 1990. The response rates for the questionnaire for reported symptoms and associated demographic data were 92% in Lake Munmorah and 93% in Dungog, with 84% and 90% of children respectively being measured for lung function, atopy, and bronchial reactivity. There 
tivity. There were 419 boys and 432 girls aged 5 to 12 years. Measurements and main results-Main outcome measures were current wheeze and bronchial hyper-reactivity, defined as a fall in forced expiratory volume in 1 second (FEVy) or peak expiratory flow (PEF) of 20% or more. Current wheeze was reported in 24-8% of the Lake Munmorah children compared with 14-6% of the Dungog children. Bronchial hyper-reactivity was similar for both groups-25-2% in Lake Munmorah and 22-3% in Dungog. The mean baseline FEV, was lower in Lake Munmorah than in Dungog (p<0001). Dungog children were more likely to have positive skin test to house dust mite (Dungog 27-0%, Lake Munmorah 20-2%, p=0-028) but there were no other differences in skin test atopy in the two towns. After adjusting for age, gender, any smoker in the house, and positive dust mite skin test, the odds of current wheeze in Lake Munmorah compared with Dungog was [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] (95% confidence interval 1-45, 3.15).
Conclusions-Baseline lung function was lower and reported symptoms of asthma were higher in the power station town, but bronchial hyper-reactivity and skin test defined atopy were similar in the two communities. These results are consistent with the previous study and confirm the increased presence of reported symptomatic illness in the town near power stations.
J iEpideniiol Community Health 1993; 47: 282-286 A number of environmental risk factors have been reported for childhood asthma. Both outdoor and indoor air pollution, including parental smoking and exposure to house dust mite allergen, have been associated with childhood asthma.' 15 One potential risk factor for asthma is emission from power stations. There is controversy in the published reports about the occurrence of asthma in the vicinity of power stations. In 1986 and 1987 we carried out cross sectional and longitudinal studies to investigate whether there was more asthma in the town of Lake Munmorah which is situated within 4 km of two coal fired power stations. We found that the prevalence of childhood asthma in Lake Munmorah was approximately twice that of a control area, Nelson Bay. 16 In the longitudinal study of daily symptoms and daily air pollutant levels at Lake Munmorah, however, no relationship between pollution levels and symptoms was shown. 17 Unfortunately, there were some aspects of these studies which indicated the need for further examination of the problem: a low response rate (72% of eligible children), substantial socioeconomic differences between the two communities, and the possibility of parental over-reporting of symptoms at Lake Munmorah might have explained some of the observed difference in prevalence of asthma.
Given the unexplained differences in asthma symptoms between Lake Munmorah and the control area, a further study was planned to compare Lake Munmorah with a second control area. The research question was whether there really was a higher prevalence of asthma in Lake Munmorah, and if so, why. (table IV) . Smoking habits also differed in the two areas 57% of the Lake Munmorah children came from homes with at least one smoker compared with 43% in Dungog (OR 1 72, 95% CI 1 31, 2 25); 40% of mothers in Lake Munmorah were smokers compared with 24% in Dungog (OR 2 05, 95% CI 1-53, 2 75). These factors were therefore considered when calculating adjusted odds ratios.
Data on the medical history of the children are listed in table V. The Lake Munmorah group was more likely to report having had bronchitis and bronchiolitis before the age of 2 years, dry cough at night, chest colds, eczema, hay fever, allergies, and frequent episodes of abdominal pain. Twenty nine per cent of Lake Munmorah children were currently using at least one medication compared with 20% of those from Dungog (OR 1 62, 95% CI 1-18, 2 23). There were, however, no significant differences between the two groups for frequent headache or other illnesses (for example, epilepsy, appendicitis). Extra information was obtained from the children who had ever been diagnosed as having asthma (table VI). A total of 147 children (32%) in Lake Munmorah had been diagnosed as having asthma compared with 81 (20-1%) Dungog children (OR 1-97, 95% CI 1-45, 2 70). There were no significant differences between the two areas with respect to the frequency of attacks, their severity, or treatment. In addition, a similar proportion of 'children with asthma' in each group had had two or more attacks in the previous year-44% in Lake Munmorah, 47% in Dungog (OR 0-87, 95% CI 0-51, 1-151). A similar analysis of other questions about children reported as ever having wheezed showed that there was no significant difference between the two groups for 'age at which wheezing began', 'time since last wheezing', 'number of wheezing attacks in the last 12 months', or 'attacks of wheezing after exercise'. Of the children who had ever wheezed, 14% in both towns were currently using preventive asthma medication: similarly, 32% of the Lake Munmorah children and 34% of those from Dungog were currently using bronchodilators.
Similar percentages of parents reported a history of asthma, hay fever, eczema, and allergies, but more Lake Munmorah parents reported that their children had had chest disease (apart from asthma) ( the log likelihood statistic. There were no statistically significant two way interactions for location with the other explanatory variables. The fit of all the models was improved by defining atopy as 'positive reaction to house dust mite' rather than 'positive reaction to one or more (of the six tested)', and by defining 'smoking in the home' as 'any smoker' rather than 'maternal smoking'. On the basis of the C* statistic, there was no evidence of poor fit for the models used to estimate ajusted odds ratios in table VIII. After adjusting for age, gender, house dust mite atopy, and any smoking in the home, the odds of current wheeze in Lake Munmorah compared The possibility of over-reporting of symptoms in Lake Munmorah must be considered a possible bias. There was no difference, however, between the two groups' reporting of frequent headache and other illnesses (for example, epilepsy, appendicitis) for the children. There was also no 2 16 (1-45, 3 
